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Polysal, a single solution to build electro- 
lyte balance, is recommended for electro- 
lyte and fluid replacement in all medical, 
surgical and pediatric patients where saline 


hollering for 
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.... INSTEAD OF UNPHYSIOLOGICAL “PHYSIOLOGICAL SALINE”* 
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(is Here's how new POLYSAL' /CUTTER helps your patients: 


1. Polysal prevents and corrects hypopotassemia without danger of toxicity.' 
2. Polysal corrects moderate acidosis without inducing alkalosis.' 
3. Polysal replaces the electrolytes in extracellular fluid.' 


4. Polysal induces copious secretion of urine and salt.' 


or other electrolyte solutions would ordi- 
narily be given. Write for literature and 
handy wallet-size mEq chart . . . Cutter 
Laboratories, Berkeley, California. 


«nant NOW POLYSAL your rovrine prescription 


WHEN WRITING ADVERTISERS PLEASE MENTION SOUTHWESTERN MEDICINE 


DECEMBER, 1952 


1. Fox, C. L. Jr., et. al.; 
An Electrolyte Solution 
Approximating Plasma 
Concentrations with In- 
creased Potassium for 
Routine Fluid and Elec- 
trolyte Replacement, 
J. A. M. A., March 8, 
1952. 


tCutter Trade Mark 


In distilled water— 
250 cc. and 1000 cc. © 
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DR. WESLEY O. CONNOR IS ELECTED SOUTHWESTERN 
ASSOCIATION PRESIDENT 
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New officers of the Southwestern Medical Association are (right to left) Dr. Wesley 
O. Connor, Jr., Albuquerque, president; Dr. W. W. Schuessler, El Paso, president- 
elect; Dr.. Celso Stapp, El Paso, secretary-treasurer; and Dr. John H. Dettweiler, 
Albuquerque, second vice-president. Not shown in the picture are Dr. Harold Kohl, 
Tucson, first vice-president; Dr. Leslie B. Smith, Phoenix, third vice-president; and 
Dr. James S. Walsh, Douglas, retiring president. 


The 34th annual gathering of the South- 
western Medical Association in Albuquerque 
October 30 to November 1 brought together 
an enthusiastic group of physicians from New 
Mexico, West Texas, Arizona and Northern 
Mexico for what was one of the outstanding 
meetings in the Association’s history. 

Interest was high in the scientific papers 
presented at the meeting by Dr. Herbert 
Willey Meyer of New York City, Dr. Louis 
N. Katz, of Chicago, Dr. A. E. Maumenee of 
San Francisco, Dr. Edgar Burns of New 
Orleans, Dr. Fred D. Weidman of Philadel- 
phia, and Dr. Louis H. Douglass of Maryland. 

New officers elected were Dr. Wesley O. 
Connor, Jr., Albuquerque, president; Dr. W. 
W. Schuessler, El] Paso, president-elect; Dr. 
Harold Kohl, Tucson; Ariz., first vice-presi- 
dent; Dr. J. H. Dettweiler, Albuquerque, 
second vice-president; Dr. Leslie B. Smith, 
Phoenix, third vice-president; and Dr. Celso 


Stapp, El Paso, secretary-treasurer. Dr. 
James S. Walsh of Douglas, Arizona, was 
retiring president. 


TUCSON SELECTED 


Tucson was selected as site for the 1953 
annual meeting. The Association has met in 
recent years at El Paso, Phoenix and Albu- 
querque in that order. 

Subjects presented in scientific sessions 
at the meeting were: 

Dr. Meyer: “Diseases of the Breast,” 
“Differential Diagnosis of the Acute Surgi- 
cal Abdomen,” and “Undescended Testicle.” 
Dr. Meyer is Professor of Clinical Surgery 
at the New York University Post-Graduate 
Medical School. 

Dr. Katz: “Modern Concepts — Etiology 
and Pathogenesis of Arteriosclerosis,” and 
“Role of Electrocardiography in Medical 
Practice.” Dr. Katz is Director of Cardio- 
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vascular Research and Professorial Lecturere 
in Physiology at the University of Chicago. 

Dr. Maumenee: “Problems in Ophthalmo- 
logy That Shoud Be Recognized in General 
Practice.” Dr. Maumenee is Professor of 
Ophthalmology at Stanford University School 
of Medicine. 


FURTHER SUBJECTS 


Dr. Burns: “Minor Lesions of the Female 
Urethra and Bladder,” “Diagnosis and Treat- 
ment of Hydronephrosis,” and “Surgical In- 
juries to the Ureters and Bladder.” Dr. Burns 
is Professor and Chairman of the Depart- 
ment of Urology at Tulane University Medi- 
cal School. 

Dr. Weidman: “Differential Diagnosis of 
the Specific Infectious Granulomas, with Spe- 
cial Reference to Fungus Granulomas,” and 
“Malignant Tumors of the Skin; Clinical and 
Pathologic Aspects.” Dr. Weidman is Emeri- 
tus Professor of Research in Dermatology 
and Mycology at the University of Pennsyl- 
vania. 

Dr. Douglass: “Post-Partum Hemor- 
rhage,” “Newer Trends in Obstetrical Anal- 
gesia and Anesthesia,” and “Changing Con- 
cepts in Indications for Cesarean Section.” 
Dr. Douglass is Professor of Obstetrics at 
the University of Maryland School of Medi- 
cine. 


APPRECIATION EXPRESSED 


Dr. Connor, who was in charge of plans 
for the meeting, expressed his appreciation 
to the Albuquerque Convention Committee, 
which was composed of Randolph V. Selig- 
man, program chairman; Roy R. Robertson, 
arrangements; Harold Beck, social; Dr. John 
Dettweiler, finance and exhibits; Dr. Samuel 
Jelso, publicity ; Dr. A. H. Follingstad, trans- 
portation and hotel; Dr. Bert Kempers, golf; 
Dr. Frank Rowe, football; Dr. Henry Jerni- 
gan, trap shooting; and Mrs. Alvin Clauser, 
chairman of women’s activities. 

A dinner dance with music by Will Osborne 
was held October 31 in the Albuquerque 
Country Club. Other events on the social 
calendar were a smoker sponsored by the 
Albuquerque Pharmacists and Wholesale 
Druggists, a football game in which Arizona 
University defeated the University of New 
Mexico 13 to 7, and a heavy, schedule of events 
for physicians’ wives. 

The Women’s Convention Committee, 
headed by Mrs. Clauser, consisted of Mrs. 
John Dettweiler, chairman of the social com- 
mittee; Mrs. Albert Simms, Mrs. W. E. Nis- 
sen, Mrs. A. J. Tanny, Mrs. Howard Peck, 
Mrs. Albert Maisel, Mrs. J. Gordon Strance, 
and Mrs. R. V. Seligman. 
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Armed Forces No Threat 
To Medical Schools 


Medical schools are in no immediate dan- 
ger of losing a significantly large number 
of their faculty to the armed forces, accord- 
ing to a survey of medical faculty completed 
recently by the Armed Forces Advisory Com- 
mittee and the Association of American Medi- 
cal Colleges. 

A report on the survey in a recent issue 
of the Journal of MEDICAL EDUCATION 
warns, however, that the draft classification 
of new faculty members should be considered 
by the school administrator to help prevent 
a serious faculty shortage in the event of 
increased mobilization. Data for the survey 
was collected in February, 1951. 

Also revealed in the survey was the fact 
that more than half of the 15,563 teachers 
and research workers staffing the medical 
schools receive no direct payment for their 
work. Furthermore, most medical schools 
rely on large numbers of part-time personnel, 
especially for clinical instruction. Part-time 
staff members (about 11,600) outnumber 
the full-time staff (approximately 4,000), 
although the part-time staff provide only 
two-fifths of the actual instruction time. Of 
the 15,563 staff members teaching 25 hours 
or more each year, nearly 14,000 were phy- 
sicians. 


Movies for Patients 


Waiting for the doctor may soon become 
a real pleasure. Studies are underway at the 
University of Chicago clinics on the possi- 
bility of using movies in clinics and doctors’ 
offices as a medium for health education and 
entertainment. 

According to a report in the July 1952 
issue of the Journal of MEDICAL EDUCA- 
TION, the chief purpose of the study is to 
determine what types of films prove most 
acceptable to a general audience. Existing 
film libraries provide a wealth of material 
ranging from instructive cartoons to films 
of more formal educational value. 

A portable machine, easy to set up, is being 
used. It has a 11 by 15-inch screen and is 
about the size of an average suitcase when 
closed. No operator is required once the 
machine is put in action. A continuous loop 
film makes possible repeated showings of 
16mm. color or black and white film without 
rewinding or rethreading. A 300-watt pro- 
jection lamp makes viewing easy even in a 
lighted room. 

A larger machine with greater capacity 
has been designed and could be made avail- 
able if there were sufficient demand. 
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De Kebus Wedicis Ct Politicis 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 


There is a false impression in the minds 
of many Americans in regard to the control 
of the disease known as tuberculosis. The 
unpression has somehow been reached that 
we have no further problem with this terribly 
expensive communicable disease. This, of 
course, is not true. Great strides have been 
niade in the past 50 years, especially in the 
last 10 years, in the control of tuberculosis ; 
but the disease remains a major public health 
problem in America and throughout the 
world. 

Statistics, in this instance, do not lie. A 
total of 30,837 people died of tuberculosis in 
the United States in 1951 — a death rate of 
20.1 per 100,000 as compared to 40 per 100,- 
000 population in 1945 — a 50 per cent de- 
crease in six years. The Texas death rate for 
1951, was 24.8; and for the city of El Paso, 
65.38. Mortality rates are important in a 
study of disease control, but they certainly 
do not measure the tragedy and cost of this 
preventable disease. 


250,000 CASES 


The National Tuberculosis Association 
reports that there are 250,000 known cases 
of active tuberculosis in this country today, 
and that on the basis of mass X-ray surveys, 
there are at least another 150,000 diseased 
persons who do not even know they have a 
disease they may be spreading to others. The 
incidence rate, number of new cases develop- 
ing each year, is estimated at one new case 
per 1000 population, or 115,000 new cases 
each year! This is not a pretty picture of 
disease control — particularly of a disease 
the etiology of which is known and which 
we could practically eliminate in a genera- 
tion if we applied our present knowledge of 
prevention and therapy! i 

Tuberculosis is the greatest killer among 
all infectious or parasitic diseases. In fact, 
it kills more persons than all the rest of these 
diseases combined. It kills more people than 
any other disease between the ages of 15 and 
35. It is becoming much more prevalent and 
deadly among the aged, in a country in which 
more people are living into the so-called older 


TUBERCULOSIS CONTROL 


age group. Only a family stricken by the 
tubercle, or a bread-winner laid low with 
tuberculosis, or an interested doctor can 
know the tragedy of this disease. This trage- 
dy is not only represented by death. It is a 
combination of financial loss and insecurity, 
fear of spread in the family, loss of produc- 
tivity, fear of relapse or reactivation, fear 
of future inability to work or provide for 
loved ones, etc. 


NO SIMPLE SOLUTION 


In the annual report of the National Tu- 
berculosis Association we find the following 
paragraph: “There is no simple solution to 
the tuberculosis problem. The disease, be- 
cause of its infectiousness, its present pre- 
valence, its symptomless onset, its long dura- 
tion, its tendency to recur even though once 
arrested, is one of the most complex and 


costly public health problems in the United 


States.” 


The ultimate control of this disease, of 
course, lies in prevention. This means isola- 
tion of known “open” cases, mass X-ray sur- 
veys to discover the cases now unknowningly 
spreading the disease, modern therapy to 
“close” the active infectious cases, with the 
necessary follow-up to discover reactivation 
early. Naturally, this program would be ex- 
pensive ; it would require an increase of many 
thousands in our institutional beds. It would 
require changes in the public health laws in 
many states to make isolation compulsary. 
It can be done at the state and local level 
when the citizens become educated to its 
necessity. 


BUY XMAS SEALS 


This is Christmas seal sale time. Doctors 
do not have to be told of the magnificent 
work done by the N. T. A. and its state and 
local subsidiaries, through the funds derived 
from the seal sale. Public education, case 
finding through mass X-rays surveys, and 
research are all financed through this volun- 
tary campaign. Buy Christmas seals and 
urge your friends to do likewise. 
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APHORISMS 
TRUTHS AND CONCEPTS CONCERNING 
THE BRONCHOPULMONARY SYSTEM 
By Andrew M. Babey, M. D., Las Cruces, N. M. 


(1) 


“Localized wheezes are never due to 
asthma.” — R. Kern, International Clinics, 
3:183, 1936. 


(2) 


“... if I had a lung abscess I would wait 
at least a month before being operated on 
unless the symptoms were intolerable. I 
would try bronchoscopy. Then if a cure was 
not affected I would want a drainage oper- 
ation if there was a definite abscess cavity. 
If not, if it was a diffuse pneumonitis, I 
would prefer to wait, hoping that a spon- 
taneous cure or localization would occur.” — 
F. Chandler, Treatment in General Practice, 
Little, Brown & Co., Boston, 1930, page 89. 


(3) 

“I — do not believe in disturbing this 
(traumatic) hemothorax unless it is abso- 
lutely necessary.” — Ralph Bettman, loc. cit., 
page 667. 


(4) 


“Morphine should be used in asthma only 
as a last resort. Its effect is that of a gen- 
eral depressant. It does not relieve broncho- 
spasm, except in cardiac asthma.”—F. Racke- 
mann, Clinical Allergy, The MacMillan Com- 
pany, New York, 1931, page 468. 


(5) 


“Never give a definite opinion as to how 
long a patient suffering from phthisis will 
live, for the only certainty is that if you do, 
you will go wrong.” — S. J. Gee, Med. Lec- 
tures & Aphorisms, Oxford Med. Pub., Lon- 
don, 1908, page 247. 


(6) 


-“So many and so great are the uncertain- 
ties in the course of penumonia, that a pru- 
dent man will not attempt to predict the end 
as to recovery or death.’”’ —S. J. Gee, loc. cit., 
page 258. 

(7) 
“There is only one dust that may be dan- 


gerous and that is the dust which contains 
silicon in some form. The organic dusts and 


those inorganic dusts which do not contain 
silicon are harmless.” — John Hawes, New 
England J. Mdd., 216: 163, 1937. 


(8) 


“Most lung abscesses that we see die of 
one of three things: — 1—a fatal hemopty- 
sis, 2—extension of the infectious process to 
the other lung with rapidly spreading septic 
pneumonia, 3—penetration into the pleural 
cavity with empyema.” — Tracy Mallory, 
New England J. Med., 205: 690, 1931. 


(9) 

“Icterus is a condition that we see in 
10-15 per cent of the cases of penumonia. It 
is generally quite mild — no more than one 
sees in hemolysis of the blood.” — A. Bock, 
New England J. Med., 199: 336, 1928. 


(10) 


“Egophony is one of the most unreliable 
and useless of signs.” — Richard Cabot, New 
England J. Med., 199: 1219, 1928. 


(11) 


“ (Influenza) —Typical heliotrope cyanosis 
which may develop in 24-36 hours — and 
when once this tint presents itself, the out- 
look is such that the patient is certainly going 
to die.” — Herbert French, Guy’s Hosp. Gaz.. 
33: 123, 1919. 

(12) 


_ “Miliary tubercles do not give physica! 
signs, but they often do produce cyanosis.”—- 
Richard Cabot, New England J. Med., 198: 
408, 1928. 

(13) 


“But when you know perfectly well fron. 
other evidence that a patient has penumonia 
it does not make the slightest difference hov 
marked or on which side the physical sign: 
are. The physical examination harms th 
patient — moving pneumonias is the worsi 
thing to do.”—Richard Cabot, New Englanc 
J. Med., 198: 1008, 1928. 


(14) 


“Coma in penumonia is very common in 
old people.” — Richard Cabot, New England 
J. Med., 198: 1009, 1928. 
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(15) 


“The presence of active tuberculosis and 
asthma in the same patient is a rarity.” — 
George Bray, Recent Advances in Allergy, 
3rd. Ed., P. Blakiston’s Son & Co., Phila- 
delphia, 1937, page 129. 


(16) 


(Morphine in pneumonia) — “Even if 
morphine reduces the respiratory rate 4-5 
beats a minute this is of no importance be- 
cause with reduction in pain the depth of 
each respiratory cycle will increase suffi- 
ciently to more than counterbalance the de- 
crease in number.”—F. Adams, Boston Med. 
& Surg. J., 195: 824, 1926. 


(17) 


(Cell count in chest fluids) — The count 
varies. “If you tap the upper portion you 
may get no cells, if the lower portion, many 
cells.’—Tracy Mallory, Boston Med. & Surg. 
J.,195: 1032, 1926. 


(18) 


“The four most serious complications of 
pneumonia are, endocarditis, meningitis, 
pericarditis and peritonitis.”—Lord Horder, 
Medical Notes, Oxford University Press, 
London, 1921, page 62. 


(19) 


“The pain of pleurisy is capable of very 
extensive reference — it may be felt as high 
in the body as the cervical vertebrae and as 
low as Poupart’s ligament.’”’ — Lord Horder, 
Medical Notes, Oxford University Press, 
London, 1921, page 52. 


(20) 


“It should be emphasized again that the 
blood forming a hemothorax may come from 
the vessels of the chest wall as well as from 
any of the thoracic contents. It is important 
to make this differential diagnosis, if pos- 
sible, from the standpoint of therapy. Hemor- 
rhage from the thoracic contents rarely calls 
for operative treatment, whereas bleeding 
intercostal and internal mammary vessels 
must be caught at once.” — Frank Boland, 
Proceedings of Interstate Post Grad. Med. 
Assembly of North America, Freeport Press, 
Freeport, Illinois, 1931, page 356. 


(21) 

“The asthmatic should go supperless to 
bed.” — J. A. Lindsay, Med. Axioms, Aphor- 
isms & Clin. Memor., H. K. Lewis & Co., 
London, 1923, page 5. 
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(22) 
“Penumonia in the aged may give the ap- 


pearance of cerebral apoplexy — even with 
the aspect of true hemiplegia.” — Charcot, 
Clin. Lectures on Senile & Chronic Diseases, 


New Syndenham Soc., London, 1881, page 38. 


(23) 


“Calcification is usually looked upon as a 
measure of healing of tuberculous lesions. 
It should be remembered, however, that only 
the caseous parts become infiltrated with 
calcium salts; in other words, this is a re- 
action in necrotic tissue which harbors, or 
has harbored numerous bacilli, rather than 
an indication primarily of healing capacity. 
Therefore, I look on the extent of calcifica- 
tion as an index of the extent of pre-existing 
caseation, realizing that such foci, although 
appearing hard on the X-ray films, may still 
be rather cheesy or chalky and capable of 
liberating tubercle bacilli.” — J. B. Amber- 
son, Jr., New England J. Med., 219: 575, 1938. 


(24) 
“If you expect much from the arsenicals 


‘in the treatment of lung abscess you will be 


disappointed.” — J. B. Amberson, Jr., Bel- 
levue Hospital, Trudeau Lectures, 1938. 


(25) 

“In every case of tuberculous pleurisy with 
effusion look for future seeding, for many 
such cases represent hematogenous dissemi- 
nations.” — J. B. Amberson, Jr., loc. cit. 


(26) 


“One should palpate tuberculous cervical 
glands with great care to avoid reaction.”” — 
J. B. Amberson, Jr., loc. cit. 


(27) 

“Look for a cavity somewhere in the lung 
when you find a positive sputum.” — J. B. 
Amberson, Jr., loc. cit. 

(28) 


“There is a real connection between the 
mediastinal lymphatics and the supraclavi- 
cular nodes, but none between the media- 
stinal and cervical nodes. This explains the 
occasional occurrence of a Virchow’s node in 
carcinoma of the lung.” — J. B. Amberson, 
Jr., loc. cit. 


(29) 


“Pneumothorax treatment should not be 
given to patients with lung abscess except 
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DIABETIC ACIDOSIS 
By M. A. Carreras, M. D., Tucson, Ariz. 


Diabetic coma, or to be more exact, severe 
diabetic acidosis, is as great an emergency in 
the field of medicine as is acute appendicitis. 
The mortality in this condition is directly 
proportional to the speed and intensity with 
which treatment is instituted. 

Diabetic acidosis is a state of abnormal 
chemical environment brought about by the 
deranged carbohydrate metabolism inherent 
in uncontrolled diabetes or precipitated by 
an intercurrent infection or other metabolic 
disturbance such as hyperthyroidism, etc., 
in the diabetic. 


CHARACTERISTICS 
Severe diabetic acidosis is characterized 
by: 
. Hyperglycemia and glycosuria. 

. Ketonuria. 

. Dehydration. 

. Altered electrolyte balance. 

. Varying degrees of sensorial in- 
volvement from slight drowsiness 
to deep coma. 

The criterion as to when a patient is in 
coma has been more or less arbitrary, and 
varies with the different clinics. Joslin and 
Root‘? take a COz combining power of 20 
volumes per cent (9 milliequivalents per liter) 
as their criterion. Wilder and his associ- 
ates‘? take 25 volumes per cent, or 11 mil- 
liequivalents per liter. Duncan“ states that 
a patient is in diabetic coma if there is 
(1) 4 plus glycosuria, (2) 4 plus ketonuria, 
(3) 4 plus plasma acetone. 


PATHOLOGIC PHYSIOLOGY 


Inasmuch as the treatment of diabetic 
acidosis is of necessity an emergency treat- 
ment, it behooves the physician to be entirely 
familiar with the physio-chemical changes 
taking place in the body so that each and 
every one of them may be corrected as soon 
as possible. A review of the pathologic physi- 
ology is therefore indicated. 

Hyperglycemia: Insulin regulates the blood 
sugar level primarily by its action on the 
liver threshold. With a slight degree of 
hyperglycemia, both glycogenolysis and glu- 
coneogenesis (production of glucose from 
non-carbohydrate sources) are checked. If 
insulin is lacking or if the anterior pituitary 
hormone is over-abundant, the threshold rises 
and glycogenolysis continues, resulting in a 
hyperglycemia and depleted glycogen stores 
in the liver.“ 
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The hyperglycemia has no deleterious ef- 
fect other than that of a hypertonic solution 
withdrawing water from the tissue cells into 
the interstitial and extracellular compart- 
ments, which in turn results in the polyuria 
found in diabetes.’ This eventually results 
in severe dehydration and loss of electrolytes. 

Ketosis: This is the result of the accumu- 
lation in the. body of intermediate products 
of fat metabolism (beta-oxybutyrio and aceto- 
acetic acids). These products exist normally 
in the body and are eventually utilized by 
the extrahepatic tissues. 

Ketone bodies are formed in the liver, and 
their production rate is governed by the 
amount of glycogen present. When the glyco- 
gen is depleted, the rate of ketone body pro- 
duction is markedly increased, far beyond 
the rate of utilization by the tissues or the 
rate of excretion by the kidneys, with a 
resultant increase in the circulation in the 
tissues. 

This increase in organic acids causes a 
displacement of the bicarbonate ion, HCOs. 
COz is excreted faster through the lungs, and 
the sodium ion remaining is used to counter- 
balance the acid ions, causing what we call 
acidosis with a characteristic hyperpnea and 
reduction in the COz combining power of the 
plasma and reduction in the plasma chlorides. 

Damage to vital organs may be ascribed 
in part to the increased catabolism induced 
by the acidosis, involving liberation of inor- 
ganic phosphates and mineral ions, and to 
specific histotoxic effects of ketone bodies, 
especially aceto-acetic acid, and to interfer- 
ence with oxygen changes leading to tissue 
anoxia.®) 

The susceptibility of the brain tissue to 
anoxia is well known, and a close correlation 
between mental states and the rate of oxygen 
utilization of the brain has been demonstrated 
by Cady and his associates.” 

Dehydration: Hyperglycemia, as mentioned 
before, pulls water out of the intracellular 
compartment. This excess water is then 
eliminated through the kidneys, and in the 
presence of insulin deficiency electrolytes are 
also lost in the diuresis. 

The loss of sodium leads to diminished 
ability of the extracellular compartment to 
hold water, and thus enhances the diuresis 
so that severe dehydration results, leading 
to diminished blood volume, increased hemo- 
concentration, cardiovascular collapse, and 
anuria. 

With the hyperpnea of acidosis, consider- 
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able loss of water through the lungs is added, 
and in addition vomiting augments the loss 
of water and chloride and some sodium. 

In extreme cases of long duration, when 
the intake of fluids has stopped due to un- 
consciousness or severe vomiting, the loss 
of water far exceeds the loss of electrolyte, 
and these may be increased in their concen- 
tration in the plasma, leading to a hyperos- 
molarity of the plasma. A rising non-protein 
nitrogen at this time indicates inadequate 
renal function due to the lack of water.’ 

Thus the patient in severe acidosis of long 
duration is in severe water debt in excess 
to the electrolyte deficiency. 


ELECTROLYTES 


Sodium: This ion is lost in diabetic acidosis 
in the following ways: (1) bound with or- 
ganic acids in the urine, (2) carried in the 
diuresis as sodium chloride, and (3) partially 
through vomiting, although here the chloride 
ion: exceeds the sodium ion. 

The loss of sodium, as has been mentioned, 
increases the diuresis due to inability of the 
extracellular compartments to retain water. 
In the extremely dehydrated patients the 
plasma sodium may be normal, but the total 
sodium is low. This paradox is due to the 
extreme hemoconcentration. 

Potassium: The importance of the alter- 
ations in this ion have been recognized rela- 


tively recently. The increased tissue catabo-. 


lism and cell destruction in acidosis releases 
large amounts of intracellular potassium to 
the extracellular compartment. In the pres- 
ence of extreme diuresis, some of this potas- 
sium is lost in the urine, but in the presence 
of anuria, it may rise to dangerous level, 
eight milliequivalents or above. Potassium 
has a depressant action on the heart muscle, 
and an excess of this ion will cause cardiac 
arrest in diastole. 

Electrocardiographic changes associated 
with hyperpotassemia have been frequently 
reported, consisting mainly of intraventri- 
cular block and a high peaked T wave.” 

The height of the T wave was found to 
be definitely related to the height of the 
potassium level by Nadler and associates’, 
who state that if the QT is prolonged, the 
level of potassium can be crudely estimated 
by the height of the T wave. 

Of greater importance was the report by 
Holler?” in 1948, of a young woman who 
after 24 hours of treatment developed marked 
respiratory distress, generalized weakness, 
and electrocardiographic changes, associated 
with a potassium level of 2.5 milliequivalents 
per liter, with a rapid recovery following 
the administration of subcutaneous solution 
of 2 per cent potassium chloride. 
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For a long time it has been recognized 
that patients which seemed to have been 
doing well, and in whom the blood glucose 
and COz combining power were normal after 
12 to 24 hours of treatment, would suddenly 
go to pieces and die. In the light of recent 
work, the reduction of the potassium plasma 
levels would seem to be the answer. 

With the institution of treatment, two 
things take place in the electrolyte system: 


1. The introduction of water, producing 
a hemodilution and an electrolyte dilu- 
tion, reducing the level of circulating 
plasma potassium. 

2. Glycogenesis, resulting from the ad- 
ministration of insulin, causes potas- 
sium to return to the intracellular 
compartment. It has been demon- 
strated that glucose reduces the plas- 
ma potassium and inorganic phosphate 
levels in the normal subject, but to 
a lesser degree in the diabetic. The 
addition of insulin, however, has a 
marked lowering effect on both the 
normal and the diabetic patient.” 
As early as two hours, but usually be- 
tween the third and eighteenth hour, 
the level of potassium rapidly falls to 
below normal. Before the hypopotas- 
semia induces marked clinical find- 
ings, changes occur in the cardiogram 
which parallel the drop in potassium. 


Martin and Wertman) report 13 cases 
which showed sagging of the ST segment on 
admission before treatment was instituted. 
Prolongation of the QT was observed in 
43 per cent of the cases associated with low 
calcium or potassium, and in 57 per cent with 
normal calcium or potassium levels. Low 
broad T waves were always associated with 
a low potassium. 

Nadler and associates”™®) have reported 
a high degree of correlation between low 
potassium levels and a prolonged QT. Intra- 
venous potassium causes the QT to become 
normal. 

They further state that the prolonged QT 
in low calcium state does not involve the T 
wave, the prolongation occurring between 
the QRS and the beginning of the T wave, 
whereas in low potassium levels, the T wave 
is widened and forms part of the prolonged 
QT. They also found that the sagging of the 
ST segment was found to be more related to 
the degree of shock than to the potassium 
level of the blood. 


TREATMENT 


Fluids: As already mentioned, the diabetic 
in coma needs water badly. Since there is 
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also a deficiency in sodium and chloride, the 
solution of choice at the beginning of the 
treatment is normal saline. Of this the aver- 
age patient would need about three liters of 
normal saline in the first five hours. 

Sodium also antagonizes the effect of the 
hyperpotassemia which is present in the 
severe cases before treatment is instituted.“ 

The question of whether glucose should 
be given at this time is still debatable. 

Administration of glucose on admission 
results in a prolonged hyperglycemia and 
pronounced glycosuria and diuresis. It does 
not accelerate the disappearance of ketosis 
or the rise in the COz combining power. 

The glycosuria and polyuria result in the 
retention of chlorides as a hypertonic solu- 
tion and removal of intracellular fluid and 
further cellular dehydration.“”) The work at 
the Deaconess Hospital in Boston has shown 
that no case has developed seriously low po- 
tassium levels unless a considerable amount 
of glucose was given in the early hours.“* 

After five or six hours, it is advisable to 
switch to five per cent glucose to ward off 
the effects of the hypoglycemia resulting 
from the insulin therapy. 

Insulin: Administration of insulin causes 
glycogenesis with reduction in the hypergly- 
cemia, and slows down the production of 
ketone bodies by the deposition of glycogen 
in the liver, thus being the specific agent for 
the treatment of ketosis. The amount and 
frequency varies with the different authors. 
It should be said at this time that regular 
insulin is the drug of choice. Slow-acting 
insulins have no place in the early treatment 
of acidosis. On the average, we give 50 to 
70 units on admission and repeat every 30 
to 60 minutes to a total of 150 to 200 units 
in the first three hours, or more if necessary. 

It is well to give the large doses of insulin 
early and the small doses later when the 
blood sugar begins to approach normal levels. 

When the clinical condition and the labo- 
ratory reports indicate that the patient is 
making a satisfactory recovery, the insulin 
dosage schedule may be switched to an hourly 
or every two or three hours, according to 
the schedule such as follows: 


4 plus glycosuria — 30 units 

3 plus glycosuria — 20 units 

2 plus glycosuria — 10 units 

1 plus glycosuria — Omit the dose 
and give 20 grams of carbohydrate. 


As the plasma acetone decreases and the 
COz combining power rises to about 40 vol- 
umes, and the patient is able to retain food 
by mouth, insulin and feeding every six 
hours are instituted.” 
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Sodium: The necessity of replacing sodium 
chloride and chloride has been discussed. 

The use of sodium bicarbonate is a matter 
of debate even at the present time. It would 
be well to remember that part of the sodium 
in the extracellular compartment is being 
used to balance the keto acids, and that if 
sodium bicarbonate is given to increase the 
COz combining power, when these keto acids 
are oxidized there will remain an excess of 
sodium ion which may lead to an alkalosis. 

As a general rule, if the COz combining 
power is very low and the patient extremely 
hyperpneic, 1/6 molar sodium lactate solu- 
tion may be given in enough quantity to 
relieve the hyperpnea or to raise the COz 
combining power to a level around 30 vol- 
umes per cent. 


Potassium: The hyperpotassemia found be- 
fore treatment is started, is relieved by the 
hemodilution after the treatment is started, 
by the antagonizing effect of the sodium ion 
and by the action of insulin. 

It is between the fourth and the eigh- 
teenth hours that hypopotassemia appears. 
If the patient is conscious, it is well to give 
potassium chloride orally, one gram every 
four hours for eight doses. There is no dan- 
ger this way of inducing a hyperpotassemia, 
provided the kidneys are functioning well. 

If the patient is unconscious, but the kid- 
neys are functioning well and the electrocar- 
diograms suggest hypopotassemia, potassium 
by intravenous route may be used. The safest 
way is to give no more than 20 milliequiva- 
lents per hour in a solution of not more con- 
centration that 20 milliequivalents per liter, 
or eight grams of potassium chloride in one 
liter of 5 per cent glucose, given over a period 
of five hours. At this rate, there is no dan- 
ger of causing a temporary hyperpotassemia. 

At this time it would be of interest to 
mention that as a frequent complication 
among ambulant diabetics is the Kimmestiel- 
Wilson syndrome of intercapillary glome- 
rular sclerosis. One of the best prognostic 
signs for guidance is the non-protein nitro- 
gen. A rising non-protein nitrogen means 
renal failure, and is a very bad prognostic 
sign. When this condition exists, then one 
has to be extremely careful as to the way 
the potassium problem is handled, since the 
patient, due to this condition, may have a 
very high potassium level on admission which 
may remain high due to the inability of the 
kidney to excrete potassium. And also, if a 
hypopotassemia develops, due to the treat- 
ment with insulin, one should be careful as 
to how much and how frequently potassium 
is administered either by intravenous route 
or orally, because of this renal complication. 
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Other measures of extreme importance to 
be observed in the treatment of this condi- 
tion are: 


1. Control of vomiting by gastric lavage 
and enema on admission. 

2. Control of infection by judicious ad- 
ministration of the indicated anti- 
biotics. 

3. If the patient is in shock, treatment is 
by keeping the patient warm, admin- 
istration of plasma, and blood trans- 
fusion if necessary. 


Once the patient is able to tolerate food by 
mouth, a liquid diet of 2,000 calories with a 
high protein and high carbohydrate, low fat 
content is allowed on about six feedings in 
the first 24 hours, and if after this the pa- 
tient is able to retain food well by mouth, 
a regular diet of about the same caloric value 
is given, and with complete recovery the usual 
ambulatory regime of the non-complicated 
diabetic is started. 


LABORATORY 


We have discussed the abnormal physio- 
logy and means of correcting it. In order to 
do this correctly the cooperation of the labo- 
ratory is of extreme importance. 

The procedures are required in order to 
detect the changes in the patient’s internal 


environment during the treatment, and it is. 


essential that the following procedures be 
carried on. 

On admission: Blood sugar, COz combining 
power, plasma acetone, non-protein nitrogen, 
blood count, hematocrit reading, blood speci- 
fic gravity, possibly urinalysis, and potas- 
sium level. 

During the first five hours of treatment, 
these tests should be repeated every two 
hours for urine sugar and acetone until the 
ketosis is corrected. 

Plasma acetone, COz combining power, 
sugar, and specific gravity or hematocrit 
should be done every four hours until the 
patient is conscious and can take nourish- 
ment by mouth. Electrocardiograms are to 
be done every four hours for 24 hours for the 
early detection of diminution of the potas- 
sium level. 


SUMMARY 


The abnormal physiology of diabetic aci- 
dosis has been discussed and consists of: 


1. Hyperglycemia, ketonemia, glycosuria, 
and ketonuria. 

2. Dehydration. 

3. Sodium loss and decreased COz com- 
bining power of the plasma. Potas- 
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sium level high at first, then low after 
18 to 24 hours of treatment. Low po- 
tassium causes changes in the electro- 
cardiogram consisting of prolonged 
QT intervals with low or inverted 
broad T waves. 


Treatment is aimed at correcting each 
of the above-mentioned effects: 


1. Insulin for combating ketosis and 
hyperglycemia. 

2. Intravenous administration of fluids 
for the correction of dehydration. Re- 
placement of sodium and chloride at 
first followed by glucose after the 
five hours for the prevention of hypo- 
glycemia. 

3. Administration of potassium, prefer- 
ably by the oral route, after the first 
12 to 24 hours for the correction of 
hypopotassemia. 

4. Control of infection. 

5. Correction of shock if present. 

6. Gastric lavage and enemas for the 
correction of vomiting. 
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OPENING THE DOOR TO COMMUNISM * 


An Address by John H. Parrott, Pastor of First Baptist Church, Las Cruces, N .M. 


This address was delivered prior to General Eisenhower’s election 
to the presidency. This was a noble victory and Rehoboam is on his way 
out of the White House. Nevertheless, the battle against socialism is far 
from over and the new president will face a divided Congress. With the 
thought in mind that this address was written when it appeared quite 
possible a Democrat might be elected, we recommend it to your closest 
attention. Eternal vigilance is needed in the battle against socialism. | 


There are many who believe that the opening wedges to Communism may 


well be what the medical profession interprets as socialized medicine. Today, . 


the physician can no longer hide himself in his ivory tower and allow the 
politician to legislate for him. He must, by necessity, take an active part in 
the vital problems confronting, not only the United States, but the world 


in general. 


with our fight against socialism.’’ 


Dr. James Sedgwick of Las Cruces, N. M., was kind enough to send the 
Reverend Mr. Parrott’s address, and made this statement: 


“I was so struck with the clear-cut summary of the evils and dry rot of 
socialism that I believe this address deserves a wider distribution. It is indeed 
encouraging to me that the clergy of our country is taking up and helping 


Readers will note that Dr. Sedgwick stated it was our fight against so- 
 cialism. Truthfully it is our fight; and for this reason I am taking the oppor- 
tunity of publishing this sterling address, so that we all may take heart to 
continue our fight, not only against socialism, but if you will, communism, etc. 


— The Editor. 


When and if an armistice is agreed upon 
in the Korean “scrimmage” we need not fool 
ourselves into believing that hostilities are 
over. Actually the struggle between com- 
munism and republicanism is just beginning. 

You, because you keep abreast with the 
times, know that there are two main types 
of government operative in the world today. 
One is the type of government which has its 
beginning and authority at the top and dic- 
tates its policies to the governed. This is 
modern communism. The other is the type 
of government which has its beginning and 
authority with the governed who choose and 
regulate the officials who serve them. This 
is modern republicanism. However, there is 
another philosophy operative in government 
which is not readily recognizable many times. 
It is a governmental creeping paralysis which 
opens the door to communism. It is the 
transition movement from republicanism to 


*(Most of the material contained in this address may be found 
in John T. Flynn’s book, The Road Ahead; and in a sermon, ““‘The 
Wise Young Men in Washington—and the Road Ahead,” preached 
by Dr. Walter R. Courtenay, pastor of the First Presbyterian 
Church in Nashville, Tenn ) 


communism, and the name of it is socialism. 
It is to this governmental creeping paralysis 
that I call your attention today, because it 
is rapidly and surely opening the door to the 
establishment of communism in our country. 


DELUDED MILLIONS 


I speak today in defense of America’s free 
enterprise system and the democratic state. 
I plead for the deluded millions of the world 
who have been tricked into the slavery of 
socialism. I plead for the churches which 
ought to defend the rights of men, and ought 
to be watchmen on the towers of our nation. 
I plead for the world in which our economic 
and political system represents the last dim 
lights of civilization. And, in so pleading I 
am preaching the Gospel. 

For several weeks now two Old Testament 
characters have been on my mind. They are 
Solomon and Rehoboam. Solomon was the 
original tax-and-spend leader. He came to the 
presidency of his country cultured, schooled, 
and wealthy. He felt he had a right to do as 
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he pleased with the historic forces of his land. 
Under his program of tax and spend the 
appearances of prosperity were present but 
the heart of prosperity was missing. The 
burdens of the people were increased and 
they were asked to accept them as blessings. 

In due time Solomon died, and his son 
Rehoboam came to power. He spurned the 
advice of the elders of Israel. He listened to 
the young men who knew all the answers to 
all the social questions of that day. The suc- 
cessor of Solomon increased the taxes and 
continued the program of wasteful spending. 
The result was the eventual death of the 
nation. 


AMERICA’S SOLOMON 


Gentlemen, America’s Solomon is dead 
and Rehoboam is in the White House. Our 
modern Rehoboam has turned his back on 
the elders of America and has listened to the 
young men who know all the answers, and 
who are thoroughly sold on the program of 
tax and spend. If the present policies of 
government are not changed soon I see no 
hope for the continuance of the American 
Way of Life. 

The “sickness of the twentieth century” is 
socialism. Under the theory of offering some- 
thing superior to our free enterprise system, 
this sickness rots away the structure of our 
nation. Fortunately it is no longer just an 
exciting theory. We can see what it has done 
in Russia and the neighboring lands. We can 
see its results in Britain. It ought to be clear 
to all who read and think that socialism is 
a mirage that drives men mad. Socialism is 
a dishonest movement. It does not permit 
itself to be labelled. Most socialists talk about 
welfare, pensions, insurance, socialized medi- 
cine, aid to education, aid to the farmer, and 
all the time they are promoting socialism. 
The best of the socialist welfare ideas could 
very profitably become part of our traditional 
system, but the dreamers, the economic plan- 
ners, begin with the assumption that the 
American system is useless. They must have 
a new one! They do all in their power to see 
that the “old system” does not work. 


SOCIALISM IN ENGLAND 


Let us examine the rise of the socialist 
power in England and thereby be warned. 
It began in 1883 when a group of intellectual 
visionaries, attracted by the theories of Karl 
Marx, formed what they called the Fabian 
Society, naming their group after Quintus 
Fabius, the Roman general who defeated 
Hannibal by biting off a segment of his army 
at a time, thus destroying it piece by piece. 
Here is the program they proposed to follow: 
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1. Establish a school for the training of 
socialist leaders, writers, speakers, 
and so forth. 

. Never call an idea or program social- 
istic. Talk about pensions, compensa- 
tions, health insurance, welfare, but 
not socialism. 

. Launch the program a bit at a time. 
Do not frighten people by showing 
them the whole program at once. 

. Assure the common people that their 
rights will be protected. Tell them 
that whatever is done will be done for 
the further well-being of the average 
man, “the little fellow.” 

. Capture the labor unions, and through 
them destroy the Liberal Party. 

. Use the Liberal Party to get things 
going, and then cast it aside. 

. Work through schools, churches, and 
clubs. Never miss a chance to implant 
the seeds of dissatisfaction with the 
old system and a love for the new. 


FABIAN SOCIETY 


By 1905 the Fabian Society had grown in 
unity and power. The Labor Unions had 
“kicked in”. These working men’s organiza- 
tions which were created for bargaining pur- 
poses now became political forces. In 1905 
they made a deal with the Liberal Party, 
headed by Asquith and Lloyd George, where- 


’ by Labor would support the Liberal Party in 


exchange for a number of things Labor 
wanted enacted into law. That is when the 
New Deal struck England. Out of Parliament 
came the eight hour day, workmen’s compen- 
sation, pensions, government housing proj- 
ects, public payment of election expenses. 
Labor was delighted. The deal had paid off. 
By 1914 the Labor Party had representatives 
in Parliament. By 1923 they placed Ramsay 
MacDonald, the Fabian fair-haired boy, in 
office as Prime Minister. In 1945 they took 
over completely and have socialized in a most 
unsocial manner. 

At this point a question comes into focus: 
“Has socialism blessed the British?” The 
ordinary English citizen now knows the full 
misery of heavy taxation. There are no rich 
people anymore, and the government owns 
most of the basic industries. Taxes are high- 
er. Food is scarcer. Wages are higher, but 
production is lower. Cost of production is 
higher, and the cost prohibits the British 
from being strong competitors in the mar- 
kets of the world. Not a single nationalized 
industry in England functions with effi- 
ciency. The workers mine less coal and pro- 
duce less in the factories. Socialized men 
work less efficiently than they do for private 
owners. Under socialism in England the 
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working people are frozen to their jobs. By 
law houses and businesses may be entered 
without legal warrants. Workers can be made 
to work wherever the government decrees 
they must. Farmers who do nct meet the 
government quotas can have their land sold 
out from under them and government man- 
agers installed. Former Prime Minister 
Atlee, after making an erroneous claim for 
his socialization program, now admits that 
it has helped only the lower one-third of the 
nation. Think of it! They have wrecked the 
nation in order to help the lower third! Yet, 
even so, under socialism, the lower third now 
lives below the poverty line, and the upper 
two-thirds live closer to it. The question 
today is, “Can the Conservatives under 
Churchill bring Britain back to life?” I seri- 
ously doubt it. It appears to me that socialism 
has wrought incurable ruin in England. 


BRITISH QUOTAS 


Have the British people been bettered 
physically and materially by socialism? If you 
were a Britisher today you would be allowed 
one and one-half eggs per week, three ounces 
of butter, six ounces of margarine, one of 
lard, one of cheese, one of bacon, eight of 
sugar, six of meat, and two of corn beef. 
If you were a Britisher today with an income 
of $2,800 a year, and had a wife and two 
children, you would be allowed deductions of 
about $1,760, and would pay a tax of $288 
on the balance. A workman in America would 
pay around $30. If you were a Britisher to- 
day you could be assured of government care 
from the cradle to the grave. Every baby 
receives $16 at birth, and the government 
will contribute $80 to his funeral expenses 
when he dies. The government will also give 
him a few dollars a week for groceries. It 
will take care of all his medical expenses, and 
grant him a pension when he is too old to 
work, BUT THE MAN GETS NOTHING 
FOR NOTHING. HE PAYS IN TAXES 
FOR EVERY SERVICE RENDERED! No 
longer do the rich help pay the poor man’s 
bills. There are no rich. No longer does in- 
dustry pay its millions. They pay no taxes 
because the government owns them. Britain 
today is a restless, confused, unhappy land. 
The people are actually worse off now than 
during the last war. Their leaders know the 
bottom is in sight. Spirituality is low, and 
distrust is rampant. Never has England 
known such depths before. 


SOCIALISM INEFFICIENT 


Slowly but surely Englishmen are learn- 
ing that the socialistic state is inefficient and 
expensive. It robs men of liberties, and im- 
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poses on men burdens too grievous to be 
borne. They are also realizing that the so- 
cialistic state cannot operate without penal- 
ties and compulsions. WHERE SOCIALISM 
REIGNS, LIBERTY DIES! If this is the 
situation in England today with our Marshall 
Plan aid, what would the situation be with- 
out it? What will it be without it? 

Let us turn to America. What is happen- 
ing here? Are we in any danger from this 
Fabian movement to overthrow our tradi- 
tional government and socialize America? | 
say to you that the program is already well 
advanced and is walking in seven league 
boots. There are a million signs aloft saying 
that we are being sold down the river. In 
1932 we were in a depression, but we still 
had our American system. Then Solomon 
became king, and Solomon scon decided to 
change the American system, to tax and 
spend, to brow-beat and bludgeon men into 
doing the will of the government; to make 
the government master of the people. By 
1238 a new group came to power in Washing- 
ton. These were not elected by the people. 
These were young men fresh from law of- 
fices, teaching positions and businesses who 
had no love for Americas’ traditional system 
of government and economics. To them there 
was only one “good” system — Socialism! Of 
course, they did not call their ideas socialistic. 
They labelled them welfare, help for the 
average man, aid to the poor, and what‘not, 
just as they had in England. Remember 
Henry Wallace? What a field day he and the 
unelected had! 


DEAL WITH LABOR 


In 1944 the Democratic Party made a deal 
with Labor, the same deal the British Liberal 
Party made in 1905. For $500,000 cash on 
the barrelhead Labor was promised legisla- 
tion that would grant Labor an inside posi- 
tion in the life of the nation. In 1947 a new 
movement was created, called Americans for 
Democratic Action. It looked just about as 
democratic as Stalin. Look at its main fig- 
ures: David Dubinsky from the AFL, Walter 
Reuther and James B. Carey from the CIO, 
John L. Lewis from you know where, A. F. 
Whitney from the Railroad brotherhoods, 
Messrs. Elmer Davis, Leon Henderson, Key- 
serling, Wyatt, Ewing, Douglas, Frankfurter. 
Senator Graham, and others. Here is the 
source of all the programs, welfare and 
otherwise, that are crippling this nation. The 
Democratic Party has lost its soul to the 
socialists just as surely as the Liberal Party 
in England did, and we are now in contro! 
of the Washington Economic Planners, the 
young men who know all the answers. What 
is happening to us? Well, look at the facts: 
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1. Government is no longer our servant. 
It is our master. 

2. Government is no longer simply the 

_ legislative part of America. It has 
invaded the realm of banking. It has 
invaded the realm of electric power. 
It has invaded the realm of agricul- 
ture. It now proposes to invade the 
realms of medicine, education, and 
anywhere else where it can interfere 
with free enterprise and democratic 
liberties. 


ACTION SUGGESTED 


I hope you are asking by now, “Well, 
vhat can be done about it?” Here are a few 
suggestions: 

1. Let us find out what the free enter- 
prise system really is instead of letting 
the Social Planners tell us what it is. 

2. Let us stand up to the Economic Plan- 
ners. Let us defend our American 
system. Let us have an end to letting 
them have the field all to themselves. 


8. Let individuals, groups, and Commu- 
nities stop looking to Washington for 
handouts! Remember that WHAT 
THE GOVERNMENT GIVES AND 
SPENDS IS TAKEN FROM OUR 
OWN POCKETS. THE ONLY 
MONEY IT HAS COMES TO IT IN 
TAXES! 

4. Remember that human freedom is the 
scarcest and most precious commodity 
in the world today. 

5. Let us rid ourselves of the planners 
when the opportunity comes, as it will 
come. 

6. Let us put an end to the wasteful 
spending on the part of our govern- 
ment. What American citizen is not 
shocked to know that in comparison 
with the 147 billion dollars spent to 
run our government from Washington 
through the first term of Franklin D. 
Roosevelt, Mr. Truman spent 184 bil- 
lion dollars in three years. 

7. Let us look at Russia and Britain, and 
then fall more deeply in love with the 
United States of America. 


SOLUTION POSSIBLE 


Gentlemen, I speak to you today as a 
Christian minister. I want the free enter- 
prise system continued in a democratic en- 
vironment. I see no reason why we cannot 
solve our various economic and social prob- 
lems within the historic framework of our 
land. I see no cause for our becoming a 
socialistic land at a time when socialism is 
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rotting away the liberties of all mankind, nor 
at any other time. Under free enterprise and 
our republican form of government I see 
every reason why we can rise to still higher 
levels of greatness, and render to the world 
a service it sorely needs. Under the further 
socialization of America I see the death of the 
last sweet fruits of the struggles of valiant 
men throughout the Christian centuries. I 
would rather see our nation die cleanly under 
the A-bomb or H-bomb than rot away under 
socialism. Let us get clear in our thinking 
this one thing: a social planner in Washing- 
ton differs not at all from one in Moscow or 
London. They are all socialists and therefore 
enemies of the basic liberties of men. 

The vital issue is: Will we measure up 
to the demands of this hour? Will we be will- 
ing to change our thinking sufficiently to 
enable us to rid America of this cancer that 
kills, this governmental creeping paralysis? 
The American Fabians are using the Demo- 
cratic Party to bring about the death of 
Uncle Sam. What are you doing about it? 
What will you do about it? I am not pleading 
with you, if you are a Democrat, to go Re- 
publican, but I am asking you not to be so 
traditional that you fail to protect this nation 
against the sickness of the twentieth century 
which is now upon us. You can be either its 
pao ny or its victors. There is yet time to 

ecide. 


SOLOMON IS DEAD 


King Solomon is dead, and Rehoboam is 
in the White House. The wise young men in 
Washington who know all the answers are 
guiding Rehoboam and America down the 
path of socialism. Certainly Christianity has 
a better answer than the one they offer. 

Sometime ago the Commercial Appeal 
(Memphis, Tenn.) carried the following par- 
ody on the Twenty-third Psalm: “The State 
is my shepherd, I shall not work; it maketh 
me to lie down on good jobs; it leadeth me 
by the still factories. It deadens my soul; it 
leadeth me in the paths of idleness for poli- 
tic’s sake. Yea, though I walk through the 
valley of slothfulness and economic disaster, 
I will fear no evil, for it will be with me; its 
dole and paternalism, they comfort me. It 
prepareth a Utopia for me by appropriating 
the earnings.of the frugal; it filleth my head 
with fool expectations; my mounting ineffi- 
ciency runneth over. Surely goodness and 
mercy shall follow me all the days of my life; 
and I shall live on the bounty of the State 
forever.” 

God save America! God save the world 
through America! God save America through 
us! 
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POST-PARTUM HEMORRHAGE 


By W. E. Lockhart, 


Hemorrhage, infection and toxemia are 
still the chief causes of maternal death for 
childbirth. The brightest chapter in the book 
of medical accomplishment has been the con- 
trol of these factors in the most costly and 
tragic of all deaths. The life and health of 
the mother is of utmost importance, since 
she is most important in the care and main- 
tenance of the family and in the development 
of character in children — a matter of critical 
importance in the world today. 


We do not know the cause or causes of 
Toxemia of Pregnancy, although our knowl- 
edge of water and electrolyte metabolism has 
made significant gains in recent years, yet 
deaths from Toxemia have been prevented 
by better diagnosis during the prenatal peri- 
od, improved techniques in terminating preg- 
nancy and — perhaps — by better nutrition. 
The death toll from Infection has been re- 
duced by the application of surgical asepsis 
and other improvements in the conduct of 
labor, and of course, by the use of antibiotics. 
Hemorrhage remains as a challenge to the 
diagnostic acumen, decision and prompt, ef- 
fective skill on the part of the doctor. Death 
from hemorrhage is prevented by stopping 
the bleeding and prompt, adequate replace- 
ment of blood. We must go a bit farther and 
prevent even a loss of blood which, perhaps 
considered physiologic, is nevertheless enough 
to interfere with the advantages of early 
ambulation. 


CERTAIN PITFALLS 


Here today I wish to place emphasis on 
certain pitfalls of judgment that may beset 
the doctor attending a woman in the presence 
of post-partum hemorrhage and to describe 
a simple, bimanual technique which is some- 
times dramatically effective in stopping the 
bleeding. With proper attendance in proper 
surroundings extremely few women should 
bleed to death from childbirth today. 


The first pitfall besetting the doctor is in 
making up his mind that serious post-partum 
hemorrhage has occurred. He may be unduly 
alarmed at the apparent loss of blood, which 
has been diluted with amniotic fluid and 
spread out over the linen of the delivery table. 
A fair-skinned, hydremic woman may appear 
pallid. Shock may be present from other 
causes than the loss of blood, with pallor, 
rapid pulse and fall in blood pressure. But, 
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more important, the doctor may be lulled into 
a false sense of security by underestimating 
the amount of blood lost and over-estimating 
the woman’s endurance in losing blood. Many 
factors must be weighed in the balance, and 
this observation and judgment must often 
coincide with preoccupation in resuscitating 
the new-born child. It may be also that the 
delivery for various reasons — all of them 
irrational — may be conducted in an environ- 
ment that does not provide among other 
things, for example, prompt and proper blood 
replacement, and so the doctor procrastinates 
in the hope that somehow the bleeding will 
stop in the natural course of events. In every 
case the doctor should make up his mind 
promptly and decisively and put into effect 
immediately all possible measures to stop the 
bleeding and to initiate those procedures 
necessary to replace blood loss. 


SECOND PITFALL 


A second pitfall besetting the doctor may 
be a want of the exact technical knowledge 
and skill in the most effective methods of 
stopping the bleeding. I have asked a number 
of doctors, particularly recent graduates, 
what they would do immediately in the pres- 
ence of a severe post-partum hemorrhage, 
and the procedure which seems to come to 
mind most easily is “I would pack the uterus 
with gauze.” We must allow for an honest 
difference of opinion, for packing the uterus 
with gauze is a time honored procedure. But 
it is probably better wisdom to say “First 
make sure that the uterus is empty!”, for an 
empty uterus can contract and stop the bleed- 
ing. In the presence of hemorrhage if there 
is doubt that the uterus is empty, it is simple 
and effective to pass the sterile, gloved hand 
into the uterus and — with care neither to 
perforate the thin wall nor to invert it — 
gently make certain that the cavity is empty. 
Post-partum hemorrhage most often arises 
from unclosed sinuses at the placental site 
or from deep cervical tears. In either case 
contraction of the uterine muscle assists in 
stopping the blood loss. Even if the uterus is 
properly and adequately packed with gauze it 
is doubtful if at any point within the uterine 
cavity the gauze could exert enough pressure 
to stop arterial bleeding. The gauze absorbs 
the blood and merely and treacherously con- 
ceals continued bleeding. Also, the gauze 
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would tend to pack open deep cervical lacer- 
ations thus promoting continued bleeding. 


EFFECTIVE PROCEDURE 


A PROCEDURE WHICH HAS SEEMED 
Ei FECTIVE IN MY LIMITED EXPERI- 
ENCE CONSISTS IN INSERTING THE 
STRONGER, MORE DEXTROUS, STER- 
ILE, GLOVED HAND INTO THE VAGINA 
WITH THE FOREARM HELD IN A POSI- 
TION MIDWAY BETWEEN PRONATION 
AND SUPINATION. THE INDEX FINGER 
Is PASSED LATERALLY AROUND THE 
SOFT, FLIMSY, POSSIBLY TORN CER- 
V!X INTO THE POSTERIOR FORNIX OF 
THE VAGINA. THE INDEX FINGER 
CONTINUES TO CIRCLE BEHIND THE 
CERVIX AND JOINS THE THUMB TO 
FORM A CONSTRICTING RING GRASP- 
ING THE CERVIX, SQUEEZING IT TO- 
GETHER CLOSING THE PASSAGEWAY 
OF BLOOD FROM THE UTERUS. MEAN- 
WHILE THE OTHER HAND IS USED TO 
MASSAGE THE UTERUS THROUGH THE 
ABDOMINAL WALL, AND AS SOON AS 
THE UTERUS BECOMES FIRM, DOWN- 
WARD PRESSURE INTO THE TRUE 
PELVIS ENABLES THE FIRST HAND 
TO GET A MORE SECURE GRIP ON THE 
CERVIX. 


Of course there are many effective proce- 
dures to control post-partum hemorrhage. 
With hemorrhage in the presence of deep, 
lateral cervical lacerations, each side of the 
laceration may be grasped with ring forceps 
drawing the uterus down into the vagina so 
that a high, thru-and-thru, strong suture 
may be placed at the apex of the tear be- 
fore it is tied tightly. Post-partum hemor- 
rhage can occur in cesarean section, particu- 
larly if an inadequate incision is made in the 
attempt to keep within the lower uterine seg- 
ment. Delivery of the baby through such an 
inadequate incision may result in a lateral 
laceration that may tear open a branch of the 
uterine artery. 

Ergotrate (r), ergonovine maleate, U. S. 
P., is a safe and dependable drug for stimu- 
lating the empty uterus to contract and may 
be given into skeletal muscle or intravenously. 
Ampoules are now supplied bearing an expi- 
ration date and the instruction “Keep in a 
Refrigerator.” 


THIRD PITFALL 


A third pitfall besetting the doctor is de- 
layed dnd inadequate blood transfusion. We 
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need riot go into the details of group specific, 
Rh compatible blood. Much remains to be 
done in most of our communities to make 
fresh blood readily available for transfusion 
and to provide the technical skill for its safe 
performance. If blood transfusion is neces- 
sary, it is better to give plenty rather than 
be content with too little because it is scarce 
or troublesome to obtain and administer. In 
giving blood to a woman in shock from post- 
partum hemorrhage it is usually necessary 
to cut down on the veins in order to get a 
sufficiently large (gauge 18 or larger) needle 
into the veins. Also, it is important that the 
blood be given rapidly, and this may mean 
that several transfusions may be necessary 
at the same time on the one patient. Plasma 
or Dextrose-Saline solutions may be given 
while blood is being cross-matched. Oxygen 
given in high concentration by B-L-B mask 
is a valuable adjunct, increasing the oxygen 
saturation of remaining blood, to prevent or 
overcome post-hemorrhage shock. Stimulants 
are of doubtful value. Morphine is dangerous 
and is not needed. 


Walters and Burton Head 
Hospital Group 


F. S. Walters, Jr., administrator of North- 
west Texas Hospital in Amarillo, was in- 


‘stalled as president of the Northwest Texas 


Hospital Association at the group’s annual 
meeting in Abilene Thursday and Friday, 
Nov. 14-15. 

Bill Burton, assistant administrator of 
Southwestern General Hospital in El Paso, 
was named president-elect and Mrs. Luella 
Huffman of Crane County Memorial Hospi- 
tal, was elevated from trustee to the associa- 
tion’s vice-presidency. 

New trustees named were C. J. Hollins- 
worth of Lubbock, Bill Hudgins of Cleburne, 
and Howard Salisbury of Fort Stockton. 
Retiring president of the association is F. R. 
Higginbotham, assistant administrator of 
Hendrick Memorial Hospital of Abilene. 

Association voted to hold its 1953 meeting 
in Big Spring but no date was set for the 
meeting. 

Members attending the two-day session 
heard talks and participated in panel discus- 
sions on such diverse hospital problems as 
vocational nursing, purchase control, pre- 
paid hospitalization, hospital public relations 
and legislation affecting hospitals. 

Annual banquet was held Thursday eve- 
ning with the business meeting closing out 
the convention Friday afternoon. 
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U. S. Hospitals Find ‘‘Coffee Break’’ 
Bolsters Staff Morale, Efficiency 


More than 77 per cent of U. S. hospitals 
polled in a nationwide survey now provide 
daily “coffee breaks” for staff physicians 
and nurses. 


In some sections the breaks proved to be 
established practice in every hospital sur- 
veyed. In the Detroit area, for example, 14 
of the region’s largest hospitals and nursing 
homes were checked. “Coffee breaks” were 
a daily policy in every one. 


Virtually all hospitals throughout the state 
of Michigan have adopted the breaks, under 
a program endorsed by the state’s Associa- 
tion of Hospital Administrators, which insti- 
tuted the coffee periods because of their 
“benefit to morale” and “lessing of work 
tension.” 


Salt Lake City, San Francisco, New Or- 
leans, and Denver hospitals polled also scored 
100 per cent. Every one surveyed gave their 
staffs daily breaks. 


Principal benefits of the breaks, the sur- 
vey revealed, were reduced fatigue, better 
morale, and increased efficiency. Some insti- 
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tutions also said the breaks reduced the 
danger of errors on the job. 


“We know that fewer mistakes result 
when persons are permitted time to relax,” 
said the chief nurse of Detroit’s Children’s 
Hospital. 


“The breaks give personnel renewed vital- 
ity, and there are fewer acts of carelessness,” 
according to the director of nursing in this 
city’s Osteopathic Hospital. 


The survey revealed that the breaks are 
welcomed by doctors as well as nurses, espe- 
cially following operations. Said the assistant 
director of Cleveland’s Mt. Sinai Hospital: 
“Coffee helps release tension after long hours 
of work in surgery.” 


The breaks’ greatest value is morale build- 
ing, however, the poll showed. “They help 
perk up the morale of the medical staff by 
150 per cent,” according to the head nurse 
at Denver’s Presbyterian Hospital. “They 
are also a great factor in making for better 
personal relationship between the medical 
staffers.” 

Another asset cited was the breaks’ value 
as a late breakfast for nurses who consistantly 
skipped this meal as a result of having to 
report for duty in the early morning hours. 
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